In the following paper a short clinical, descriptive account is given of the first 1,000 patients attending Am Shams University Psy chiatric Clinic from the beginning of ig66. Al though the clinic is in the centre of Cairo, its catchment area extends all over Egypt. Patients are referred through three channels; either general practitioners send them for a psychiatric opinion or they come from other medical out patient clinics at the University. The third group represents those who come independently and ask for psychiatric examination. Usually these are patients from the countryside who have tried lay therapy in their villages but without improvement. This group represents a deficit in the organization of referral, as many of them, having been examined at the psychiatric clinic may have to be referred to another medical out patient clinic because of a non-psychiatric organic pathology.
The age of the majority of our patients ranged from 20 to 30 years. Married patients were the most frequent, representing 53@5per cent. Males were commoner (@â€@4 per cent.) than females represented, except the upper classes which form a minority during our socialist reform. It is shown in Table IV that most of our patients belonged to the skilled group, followed by housewives and then students.
Schizophrenia
Schizophrenia is the commonest chronic variety of psychosis in Egypt and represents the major bulk of in-patients in our Mental Hos pitals. Our figure of i5@3 per cent. of the total of newly examined cases at our University Hospital 
Affective Disorders
The distinction between affective disorders and anxiety neurosis is well embedded in Euro pean psychiatry; in Britain it is a rather con troversial subject and has valuable implications for responsibility in patients and for their dis posal. Its value for African psychiatry is far more questionable. insomnia is not characteristically described as associated with early morning waking. Patients tended to be wakeful throughout the whole night. The patients lost interest in most things except religious duties in which they became deeply involved and absorbed. Agitation was commoner than retardation in all affective disorders in our cases. Neurasthenic symptoms and hypochon driasis mainly directed towards abdominal organs and skeleton, e.g. dyspepsia, distension, epigastric discomfort, vomiting, nihilistic ideas, pains all over the body, aches in the bones and joints, were common. These symptoms are very characteristic of the depressed Egyptian. The positive diurnal rhythm of the European de pression has been encountered among our cases, but not highly represented. A neurotic overlay may colour the picture, especially in that many cases do not show the sadness of mood so characteristic of depression in Europeans. This pseudoneurotic picture may make the diagnosis rather difficult. Tendency towards chronicity is very rare in affective disorders in Egypt. The majority respond to M.A.O.I., e.g. nialimide, isocarboxazid, and to tricyclic compounds, e.g. imipramine and amitriptyline, or a combination of both in difficult cases. The response to electro plexy is dramatic, but patients are not very willing to accept such a line of therapy. It is a popular belief that electrical treatment is only given to mad people and so it may disturb the patient's reputation especially if she is a single girl awaiting marriage. Another false belief is that a patient who has received E.C.T. will need it all his life, will not respond to another line of therapy and will acquire a sort of dependency. Many of the psychiatric centres in Egypt still give straight E.C.T.s, but in our clinic we started two years ago to give modified E.C.T. under anaesthesia and muscle relaxants. This may gradually change the popular opinion about E.C.T. after a period of time. The majority of our patients respond to anti-depressants with smaller doses than those recommended for the European patient.
Information regarding the incidence of suicide in Egypt is scanty. It lies under a religious taboo, and usually the relatives do not inform any authority.
From our clinical observations, we may say that suicide as a whole is not common and that it is not encountered frequently even among depressives, probably because of the Moslem religious background. Mental deficiency was not a great problem in the past, owing to the high infant mortality rate which accounted for the death of those with a low degree of viability, and certainly because of the lack of any high demand of intellectual performance made on children in the past. But, now, with a decreasing infant mortality rate and increasing intellectual demands on children, we are beginning to see more cases of mental deficiency. It was represented as 2'5 per cent. of all our attendances. Idiocy and imbecility were very rarely encountered and most of the cases fell in the category of feeble-mindedness. The majority were undifferentiated subnor mality, but some were the consequence of a febrile illness, possibly encephalitis.
Anxiety Neurosis

Personality Disorders
Aggressive psychopaths are rarely met with in psychiatric clinics as they are usually dealt with in prisons. Our main cases of personality disorders (2 i per cent.) were those described as inadequate, emotionally callous personalities, usually drifters with a bad work record, multiple marriages and sexual offences associated with hypochondriasis.
Addiction represented o @9 per cent. of all our attendances. Alcoholism is rare in Egypt, as alcohol is prohibited by the Mos lem religion. Alcoholics are usually found among the middle and upper classes. The commonest types of addiction we face are opium, barbi turates and meprobamate. Addicts seek treat ment because of social and family pressure, or lack of economical means, or inability to obtain the drug.
Hashish represents a major problem in Egypt.
It has been known in the Middle East for 500 years, and probably much longer, that the flowering tops of cannabis indica or sativa have the personality. He considered it as one of the most intractable of psychiatric symptoms. Indeed, this was the picture we observed in our hypochondriacs. They were chronic attenders in all our out-patient clinics and were really a challenge for the psychiatrist. Symptoms were of a bizarre description, multiple and rarely monosymptomatic.
They were commoner in females and more frequent in married women. In spite of their persistent hypochondriasis, they were able to keep their jobs and function satis factorily in the society, a factor indicating the absence of gross personality disorder.
Psychiatric Disorders in Children
These disorders were not met with frequently. One obvious reason is a lack of awareness in the general public that these problems come within the province of psychiatrists. parents and elders by imitation rather than pre cept and are gradually initiated into the fuller social responsibilities of the extended family community. If such people move to the cities, their work becomes mechanized, mothers as well as fathers work away from their homes, they pass on to their children little knowledge and fewer skills which could earn them the children's respect. In such circumstances, it is difficult to train their children in the social responsibilities, hence delinquency and behaviour disorders tend to develop. Since schooling became compulsory, there is a tendency to see more cases of edu cational problems. chiatric clinic. The main form was grand ma! fits always associated in the minds of lay people with hysterical fits. Less than one-quarter of our epileptics showed personality disorders. Many of them used to seek traditional native treat ments, as the disorder is believed to be due to a possession by an evil spirit.
CoNcLusIoN
Our present preliminary clinical observations are intended to give a sketch of the nature of psychiatric morbidity in Egypt. Although the incidence and the content may be different from European and other African psychiatric illnesses, most of the illnesses can be grouped under the same psychiatric nomenclature.
